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Discovering  an  hydatid  cyst  in  pelvic  region,  especially  as  primary  localization,  is a rare  event;  as a  matter
of  fact  according  to data  provided  by  literature  the  incidence  is  between  0.2 and  2.25%.  The  ovarian
involvement  is often  secondary  to  a cyst’s  dissemination  localized  in  a  different  site.  When  possible
the  optimal  treatment  is  represented  by  radical  laparotomic  cystectomy.  We  report  a  case  of  an  old





and  irrigation  of  cyst  cavity  with  hypertonic  saline  solutions.
© 2011 Surgical Associates Ltd. Elsevier Ltd. Open access under CC BY-NC-ND license.reatment
. Introduction
The echinococcus granulosus has been described as the most
requent cause of the hydatid cysts. This infection is very frequent
n some regions of the world such in the Mediterranean area, East
urope, South America, Middle East, East Africa and Australia.1
n Italy it is still endemic with an incidence of approximately 4
ases/100,000/year.2
They most frequently occur in the liver (63%) followed by the
ungs (25%), muscles (5%) and bones (5%). They can also be found
ncommonly in the kidney, brain and spleen.1 It is rare to diagnose
n hydatid cyst in the pelvis, especially as a primary localization.3
he incidence being given as 0.2–2.25%.4 In 80% of cases reported
ith a cyst in this location, the ovary is the most common affected
rgan followed by the uterus.5,6 Cases of primary ovarian hydatid
ysts are reported, but more commonly ovarian involvement is
econdary to a cyst’s dissemination from another site.7–15
. Case report
A  76 years old woman was admitted as emergency with a diag-
ose of pelvic mass. She had previously undergone an operation for
ub-hepatic hydatid cyst about 20 years earlier. Clinical examina-
ion revealed her to be in pain with a distended abdomen in part to a
arge hypogastric incisional hernia. There was tenderness on deep
alpation. Laboratory results showed all routine blood tests and
umour markers to be within the normal range. Anti-echinococcus
ntibodies (IHA) screen was negative. Abdominal CT scan showed
 hepatic hydatid cyst in segment 4 of the liver (45 mm × 41 mm)
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Open access under CC BY-NC-ND liceand a multiloculated cyst (68 mm  × 62 mm)  situated in the pouch
of Douglas. So the patient underwent to surgery. During surgical
intervention hypogastric hernial sac was opened and, after a pro-
longed viscerolysis, a senile atrophic uterus with calciﬁc ﬁbroma
of fundus was exposed. The Pouch of Douglas was obliterated by
uterus-vaginal adhesions and, after their lysis, a large cyst as seen
on the CT scan was found between the posterior vaginal wall and
the anterior wall of the rectum in continuity with the right ovary.
An hysterectomy was performed followed by drainage of what
appeared to be an echinococcal cyst containing daughter cysts. A
large swab soaked in hypertonic solution was introduced following
which marsupialization was carried out as it proved impossible to
perform a radical cystectomy due to the dense adherence between
cyst and the vagina.15 The patient made an uncomplicated post-
operative recovery and was  discharged from hospital on the 11th
postoperative day.
3.  Discussion
The cyst of echinococcus was  a rare ﬁnding in pelvic sites. In
our case the ovarian hydatid cyst is most probably a secondary
one, due to a spontaneously or iatrogenic rupture of the hepatic
cyst removed 20 years earlier. Pelvic echinococcosis symptoma-
tology is non-speciﬁc and can include abdominal tumefactions,
abdominal pain, menstruation irregularities, infertility and uri-
nary disturbances.10 Ovarian echinococcosis can simulate either
polycystic disease or malignancy.11,12 The difﬁculties that occur
in making a correct diagnosis is due to the non-speciﬁc clinical
symptomatology, associated with atypical ultrasonographic and
radiological images which merely show a solid ovarian masse.12 A
high grade of suspicion or a preoperative diagnosis of echinococcus
cyst makes it possible to avoid an intraoperative iatrogenic rupture,
and when available, to administer previously an albendazole-based
nse.
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oFig. 1. Daughter cysts and contingent calciﬁcations of the cyst’s wall.
herapy in order to reduce the risk of dissemination that can lead to
ecurrences.13 In our case ultra-sound (US) and CT scan associated
ith a positive clinical history of a previous hepatic echinococcal
yst raised the diagnosis of hydatid disease, allowing us to imple-
ent all the procedures that could avoid the onset of secondary
isease. The US scan, especially if performed trans-vaginally, is an
mportant imaging examination that allows to recognize the cystic
spect of the lesion, showing the characteristic ﬂuctuating mem-
ranes of the multilocular cyst. CT scan conﬁrms the diagnosis
evealing daughter cysts and contingent calciﬁcations of the cyst’s
all (Figs. 1–3).
The  treatment of choice in ovarian hydatid cysts is surgery which
ould be either radical or conservative. Care must be taken to reduce
he risk of possible cyst’s rupture.
Ovarian cystectomy, when possible, represents the gold-
tandard treatment. Cases of hydatid cysts aspirated using saline
gents are reported. In our case it was not possible to execute a
adical cystectomy due to dense adhesions between the cyst and
aginal wall, so cyst marsupialization after drainage and irrigation
f its cavity with hypertonic saline solution was performed.
Fig. 2. Daughter cysts and contingent calciﬁcations of the cyst’s wall.Fig. 3. Daughter cysts and contingent calciﬁcations of the cyst’s wall.
4. Conclusions
In conclusion an ovarian hydatid cyst is a rare ﬁnding.1 To
diagnose this pathology one must have a high grade of suspicion
and anamnestic data as it is important to differentiate between
benign or malignant neoplasms and polycystic ovaries. Trans-
vaginal ultrasonography and abdominal CT are the best methods of
imaging available to avoid an intraoperative break. When possible
the optimal treatment is radical laparotomic cystectomy. In some
cases this approach is not possible in the need to preserve sur-
rounding structures. In these circumstances a partial cystectomy
or marsupliazation taking all the necessary precautions not to spill
daughter cysts together with anti-helminthic therapy to reduce the
chance of recurrence are alternative acceptable approaches.15





Authors have obtained written and signed consent to publish
the case report from the patient and declare that the privacy of
patient it is not exposed.
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